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Introduction 


Vision: Healthy Hearts — Stroke Smart Missourians 


Mission: To provide leadership and foster collaboration to prevent and reduce the effects of 


heart disease and stroke among all Missourians. 


Introduction 

As in the United States, cardiovascular disease (CVD- which includes heart disease 
and stroke) is the leading cause of death in Missouri among all racial and ethnic 
groups and for both sexes. When separated, heart disease is the leading cause of 
death for all racial and ethnic groups, and for both sexes, with stroke the third 
eading cause of death. The economic impact of these diseases is also staggering, 


with cardiovascular diseases costing Missourians almost $3.5 billion in direct 


ospital charges in 2003 alone. 


he majority of heart disease and stroke incidents can be prevented.’ The major risk 


actors for the diseases are largely controllable and lifestyle related, such as tobacco use, 


physical activity, diet and maintaining a healthy weight.2> Health promotion activities 


such as education and policy and environmental changes that promote a healthy lifestyle 


are important activities to improve the cardiovascular health of all individuals. 


W 


control other risk factors for heart disease and stroke, some of which are not preventable. 


= 


ile these health promotion activities are important, it is also necessary for people to 


The most important of these are high blood pressure and high cholesterol. These 


important risk factors for heart disease and stroke, though often preventable, are also 


influenced by factors that people cannot control, such as sex, age, ethnicity and family 
health history. All individuals need to be screened for high blood pressure and high 


cholesterol, know and understand their numbers, and follow their doctor's 


recommendations for treatment, if necessary. 


Despite remarkable declines in overall CVD mortality rates since 1950,‘ certain 
segments of the population have not benefited equally. Of particular concern are 
African Americans and persons with poor health care access, such as persons of low 
socio-economic status (SES) and/or with no health insurance. Of particular note is 
that stroke mortality rates, while declining rapidly since 1950 nationally,’ have 


declined only slightly since 1990. This is also the case in Missouri.' Between 1990 


and 2003, the percentage of Missouri’s population over the age of 35 increased by 


five percent for men and four percent for women.’ In 2003, 50% of the male 


population was over the age of 35, while 54% of the female population was over the 


age of 35. There was no change between 1990 and 2003 in the percentage of 


Missourians over the age of 65.° 


There was also a shift in the racial and ethnic make-up of Missourians between 1990 and 
2000, the year of the last census. In 1990, 87.7% of the population described themselves 
as white, 10.7% as African American, and 1.2% self-reported themselves of Hispanic 
ethnicity. In 2000, these numbers changed to 86.1% white, 11.29 African American, 
and 2.1% of Hispanic ethnicity. For Hispanics, this represents an increase of 75%.° 

This plan was developed from 2004-2005 with input from over 40 internal and external 
partners. It will provide Missourians with the information they need to understand the 


burden of CVD in their state as well as the risk factors for heart disease and stroke. It 


describes strategies taking place throughout the state involving the Missouri Heart 


Disease and Stroke Prevention Program and its partners to address these risk factors. 
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Background 


Background 

The Missouri Department of Health and Senior Services Cardiovascular Health Task 
Force developed the Missouri Heart Disease and Stroke Prevention Program's first 
strategic plan in 1991. The purpose of the plan was to raise awareness of the many 
life-threatening consequences of cardiovascular disease, and to develop a framework 
to plan and implement statewide cardiovascular health promotion activities and 


policies. The goals and objectives developed in the 1991 Plan were based largely on 


year 2000 objectives from “Healthy People 2000: National Health Promotion and 
Disease Prevention Objectives.” They targeted a wide variety of CVD issues including 


coronary heart disease, stroke, cigarette smoking, environmental tobacco smoke 


exposure, high blood pressure, high blood cholesterol, diet and nutrition, physical 


inactivity, overweight/obesity, community-based programs, policy and legislation, 


local public health agency practice, physician practice, and surveillance and data 


collection. 


In 2000 the Missouri Cardiovascular Health Program along with the support and guidance 
of the Cardiovascular Health Advisory Board developed the Missouri Cardiovascular Health 
State Plan. It was determined that the goals and objectives set in the 1991 Plan, with 

only a few exceptions, were still valid. Despite national trends showing positive changes, 


CVD unfortunately remained the primary killer across the U.S. and in Missouri. Efforts to 


address the goals set in the 1991 State Plan included programs to increase screening, 
referral, and follow-up for those individuals at risk for high blood pressure and high blood 


cholesterol levels. The then Missouri Department of Health supported such screening 


activities in the cities of St. Louis, Kansas City and southeastern Missouri, areas of the state 


with a high population of African Americans at increased risk for CVD. 


As a result of this Cardiovascular Risk Reduction (CVRR) Program, education and 
screenings, referrals, and follow-up were implemented through community-based and 
church-based programs. Additionally, school-based programs were implemented as part 
of the CVRR program in the same three regions to reach the elementary children with 
nutrition education programs. Based on the high CVD mortality rate in Missouri, the state 
became eligible for and was awarded a Centers for Disease Control and Prevention (CDC) 
grant, which allowed the state to build the needed infrastructure for a statewide 
Cardiovascular Health Program. The staff that was added allowed the Program to focus on 


the establishment of community-based programs that address physical inactivity and 


unhealthy eating by changing the policies and environmental conditions inhibiting 


recommended health behaviors. 


In 2002, the emphasis for the CDC grant moved from addressing physical activity and 
nutrition, two major risk factors for heart disease and stroke, to the prevention of initial 
and recurrent events, knowledge of the signs and symptoms of heart attack and stroke, 
and the control of high blood pressure and cholesterol. Since CDC does not allow its 
funding to be used for screenings or direct services to heart disease and stroke patients, 
partnering with contractors who can furnish these services, and evaluate their progress, 


has become vital to the Program. 


Priority focus for fiscal year 2006 is on high blood pressure, high cholesterol, and secondary 


prevention in school, community, healthcare, and worksite settings. The Missouri Heart 


Disease and Stroke Prevention Program also works in collaboration with other Missouri 
Department of Health and Senior Services programs that address related chronic diseases 


or risk factors so that activities of these programs are not duplicated, but enhanced. 
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Burden of Disease 
In Missouri! 


Cardiovascular Disease Burden Risk Factor Prevalence 

Cardiovascular disease (CVD) pertains to conditions affecting the heart and blood Behaviors, conditions or characteristics that increase the risk of developing CVD are called 
vessels, including coronary heart disease, atherosclerosis, stroke, and high blood risk factors. CVD risk factors include: 

pressure. In Missouri, and the U.S., heart disease is the most common cause of @ Modifiable risk factors: physical inactivity, poor nutritional habits, and smoking 
death, with stroke the third leading cause of death (Figure 1)."° Costs related to @ Conditions: high blood pressure, high blood cholesterol, diabetes, obesity, 

heart disease and stroke morbidity and mortality are staggering. Nationally, total and uncontrolled stress 

costs for heart disease and stroke are estimated at $394 billion for 2005.° This @ Non-modifiable risk factors: age, family history, sex/gender, and race/ethnicity 
amount includes direct health expenditures (physician cost, hospital and nursing 


home services, cost of medications, and home health costs, etc.) and indirect costs Modifiable risk factors are lifestyle-based, meaning they can be changed through changes 


such as lost productivity and activity limitations. In Missouri, hospitalization charges —_ in health behavior. Conditions are influenced both by modifiable and non-modifiable risk 


or heart disease and stroke were almost $3.5 billion in 2003.! factors, and in some cases, such as with high blood pressure, are also considered a 


disease. It has been suggested that CVD mortality could be reduced by 60% through 
issouri continues to rank among the states with the highest CVD mortality rates. control of CVD conditions, and healthy behavior to control modifiable CVD risk factors.*” 


issouri’s heart disease mortality rate was 10th worst in the nation in 2002, while 


issouri’s stroke mortality rate was 13th worst in the nation in 2002.’ Figure 2 shows the overall CVD modifiable risk factor prevalence rates for Missouri in 
2004.” All prevalence rates are the same or higher than the U.S. average, putting 


Figure 4: Most Common Causes of Death, Missouri 2003 Missouri adults at somewhat greater risk of developing CVD and/or CVD complications. 
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Physical activity levels affect all conditions and diseases associated with CVD. 
Exercising at least a moderate amount (such as 30 minutes of brisk walking) on 
most, if not all, days of the week promotes cardiovascular health (CVH). However, in 
2004 almost one in every four Missouri adults (24.8%) was physically inactive,” 


meaning these individuals did not participate in any leisure time physical activity. 


Eating a healthy diet affects all modifiable conditions and diseases associated with CVD. 


Consuming at least five servings of fruits and vegetables per day, and eating a diet low in 


saturated fat improves CVH."* However, in 2004 only 22.7% of Missouri adults reported 


eating at least five servings of fruits and vegetables per day."° 


Missouri has one of the highest smoking prevalence rates in the United States. In 2004, 
24.1% of Missouri adults were current smokers, compared to a U.S. rate of 20.8%. 
Smoking rates are higher among males than females. Smoking prevalence rates increase 


with lower income and educational levels, as well as with advancing age." 


3 


gure 3 shows the overall prevalence rates in Missouri for conditions that affect heart 


disease and stroke. The prevalence for diabetes is from the 2004 BRFSS, while the high 


= 


ood pressure and high cholesterol prevalence rates are from the 2003 BRFSS. These 
prevalence rates are also somewhat higher than the U.S. average rate, most noticeably 
high blood pressure, adding to the increased risk of heart disease and stroke among 


issouri adults.'’ When all modifiable risk factors are analyzed, two out of every three 


issouri adults have at least one risk factor for CVD." 


Figure 3: Prevalence of CVD Conditions, Missouri 
and United States 
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High blood pressure (also called hypertension) is the leading risk factor for stroke, and a 


leading risk factor for heart disease. High blood pressure is a condition that is affected by 
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both modifiable and non-modifiable risk factors. In Missouri, there is variation in the 
prevalence of high blood pressure among adults based on demographic and socio- 


economic conditions. 


n 2003, more than one in four Missouri adults (27.5%) had been told they have high 


= 


ood pressure.'? The prevalence of high blood pressure is higher among people with less 
education and/or at lower income levels. The prevalence of high blood pressure also 
increases with advancing age, with over half of the population over the age of 65 having 
high blood pressure (52.4%). 


High blood cholesterol, a leading risk factor for heart disease and stroke, is a condition 
that is also affected by modifiable and non-modifiable risk factors. In 2003, more than 


one in three Missouri adults (33.69) over the age of 35 had been told their blood 


cholesterol was high.” As with high blood pressure, higher prevalence of high cholesterol 


is correlated with lower income and educational attainment. Similarly, the prevalence of 


high blood cholesterol increases with advancing age, with almost half of the population 


over the age of 65 having high blood cholesterol (47.5%). 


Diabetes is a major co-morbid condition of heart disease and stroke. All three diseases 


share many of the same modifiable risk factors. Diabetes is affected by both modifiable 


and non-modifiable risk factors. In Missouri there is variation in the prevalence of high 


blood pressure among adults based on demographic and socio-economic conditions. 


In 2004, 7.2% of Missouri adults over the age of 18 had been told by a health professional 


o 


ey had diabetes, with higher prevalence found at lower income and lower education 


levels. Using the above prevalence rate, an estimated 300,175 Missouri adults had 


diabetes. The prevalence rate for diabetes increases to 15.7% for individuals over age 65 


years. 


Overweight and obesity are increasingly becoming one of the major public health issues 
in Missouri and is epidemic in the United States.'~” An individual who is overweight or 
obese increases his or her risk of developing high blood pressure, diabetes, heart disease 
or having a stroke. Though there can be a genetic influence on overweight and obesity, these 


risk factors are greatly influenced by an individual's level of physical activity and nutritional 


habits. The level of stress of an individual also influences the ability to control weight.” 


BMI Categories” 


Normal Weight 


Overweight 


18.5-24.9 25.0-29.9 


According to the 2004 BRFSS," 35.8% of Missouri adults were overweight, and 24.2% of 
Missouri adults were obese. There is a small increasing trend in individuals defined as 
overweight based on increasing income, while there is a small decreasing trend in 
individuals defined as obese based on increasing income. These trends also hold when 
stratified by education." Males are more likely to be overweight or obese than females. 
Whites are more likely to be overweight than African Americans, but African Americans 


are significantly more likely to be obese than whites. 


Morbidity and Mortality 

Hospitalizations 

Figure 4 shows the trend in inpatient hospitalizations in Missouri and the U.S. due to heart 
disease over the eleven-year period from 1993-2003. From 1993, the hospitalization rate 
remained relatively flat in the U.S., while the hospitalization rate in Missouri increased by 

20%." Prior to 2000, the U.S. hospitalization rate was higher than Missouri's. In 


subsequent years, Missouri's rate has been higher. 


Figure 4: Age-Adjusted Hospitalization Rates for Heart Disease, 
Missouri and U.S., 1993-2003 
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There were a total of 107,555 inpatient hospitalizations (177.7 per 10,000 population) in 
Missouri due to heart disease in 2003.' The age-adjusted hospitalization rate for whites 
was 169.2 per 10,000 and 225.4 for African Americans (Figure 5). Since 2000, 
hospitalization rates for African Americans have increased every year, while hospitalization 


rates for whites has remained relatively flat. Age-specific hospitalization rates in 2003 


were higher for African Americans in every age category except for those age 85 and above. 


Figure 5: Age-Adjusted Hospitalization Rates for Heart Disease 
by Race, Missouri 1993-2003 
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Figure 6 shows the hospitalization rates in Missouri for the years 1993-2003 by sex. 
The age-adjusted hospitalization rate in Missouri for males was 209.3 per 10,000 in 
2003 and 151.1 for females. As can be seen in Figure 6, the trends in hospitalization 


rates are similar for males and females. 


Figure 6: Age-Adjusted Hospitalization Rates for Heart Disease 
by Sex, Missouri 1993-2003 


—*— Male 


—=— Female 


100 —*— Both Sexes 


Rate per 10,000 
7 
» 
y 
+ 
y 
r 


50 


1993 1994 1995 1996 1997 1998 1999 2000 2001 2002 2003 


Year 


Source: MICA! 


Figure 7 shows the trend in inpatient hospitalizations in Missouri and the U.S. due to 
stroke during the eleven-year period from 1993-2003. From 1993, the hospitalization 
rate remained relatively flat in Missouri and the U.S. The hospitalization rate in Missouri 


and the U.S. remained very close throughout all years reported in Figure 7. 


Figure 7: Age-Adjusted Hospitalization Rates for Stroke, 
Missouri and U.S., 1993-2003 
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There were a total of 21,174 inpatient hospitalizations (34.7 per 10,000) due to 
stroke in 2003.' The age-adjusted stroke hospitalization rate for whites was 32.6 
per 10,000 and 47.8 for African Americans (Figure 8). Prior to the year 2000, the 
disparity in hospitalization rates decreased. However, the disparity between African 
Americans and whites has increased in subsequent years. Age-specific 
hospitalization rates were higher for African Americans in all age categories except 
the 0-14 and 15-24 age groups. 


Figure 8: Age-Adjusted Hospitalization Rates for Stroke by 
Race, Missouri 1993-2003 
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Figure 9 shows the stroke hospitalization rates in Missouri for the years 1993-2003 by sex. 
The age-adjusted hospitalization rate in Missouri for males was 37.4 per 10,000 in 2003 
and 32,7 for females. As shown in Figure 9, the trends in hospitalization rates are similar 


for males and females. 


Figure 9: Age-Adjusted Hospitalization Rates for Stroke by Sex, 
Missouri 1993-2003 
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Deaths 

Figure 10 shows a comparison of death rates due to heart disease in Missouri and the U.S. 
During the period 1994-2004, the age-adjusted heart disease death rate decreased by 
30% in Missouri, while during the period 1994-2002 the heart disease death rate in the 
US. decreased by 16%."” 
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Figure 10: Age-Adjusted Death Rates for Heart Disease, 
Missouri and U.S., 1994-2004 
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There were a total of 15,432 deaths in Missouri due to heart disease in 2004.' The age- 
adjusted death rate for whites was 242.3 per 100,000 and 312.3 for African Americans 
(Figure 11). For the time period 1994-2004, the death rate decreased by 31% for whites 
and 22% for African Americans (Figure 11). However, racial disparities in heart disease 
death rates were evident throughout the eleven-year period; in 2004, the African 


American death rate was 29% higher than the death rate for whites. 


Figure 11: Age-Adjusted Death Rates for Heart Disease by 
Race, Missouri 1994-2004 
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Figure 12 shows the death rates in Missouri for the years 1994-2004 by sex. The age- 
adjusted death rate in Missouri for males was 302.8 per 100,000 in 2004 and 203.9 for 
females. During the eleven-year period 1994-2004, the death rate for males decreased 
by 35% and 28% for females (Figure 12). However, the disparity in rates between males 


and females persisted throughout the eleven-year period; in 2004, the male death rate 


was 49% higher than the death rate for females. 


Figure 12: Age-Adjusted Death Rates for Heart Disease by Sex, 
Missouri 1994-2004 
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Figure 13 shows a comparison of death rates due to stroke in Missouri and the U.S. During 
the period 1994-2004 the age-adjusted stroke death rate has decreased by 17% in 
Missouri, while during the period 1994-2002 the stroke death rate in the U.S. remained 


relatively flat.” 


Figure 13: Age-Adjusted Death Rates for Stroke, Missouri and 
U.S., 1994-2004 
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There were a total of 3,483 deaths in Missouri due to stroke in 2004.' The age-adjusted 
death rate for whites was 54.9 per 100,000 and 66.0 for African Americans (Figure 14). 
For the period 1994-2004, the death rate decreased by 20% for whites and 21% for 

African Americans (Figure 14). As with heart disease, racial disparities in the death rate 
for stroke remained; the African American death rate in 2004 was 20% higher than the 


death rate for whites. 


Figure 14: Age-Adjusted Death Rates for Stroke by Race, 
Missouri 1994-2004 
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Figure 15 shows the death rates in Missouri for the years 1994-2004 by sex. The 
age-adjusted death rate for males was 54.7 per 100,000 in Missouri in 2004 and 
55.3 for females. For the period 1994-2004, the death rate for males has decreased 
by 30% and 17% for females (Figure 15). In 2004, the male death rate was lower 
than the female death rate for the first time in the eleven-year reporting period 
(Figure 15). 


Figure 15: Age-Adjusted Death Rates for Stroke by Sex, 
Missouri 1994-2004 
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The burden of heart disease and stroke in Missouri remains high. Heart disease is the 
leading cause of death in Missouri regardless of race or sex, with stroke the third leading 
cause of death. Heart disease and stroke also are leading causes of morbidity in Missouri, 
and exact a staggering economic cost on the state and its citizens. However, data show 


that while hospitalizations due to heart disease and stroke increase, and costs associated 


with heart disease and stroke continue to increase, deaths due to heart disease and stroke 
continue to decrease. Despite the decreases in death rates due to heart disease and 


stroke, disparities due to race or sex remain. 
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Addressing Disparities 


Addressing Disparities 
The cardiovascular disease (CVD) mortality rate in Missouri differs by race, gender and, 
geographic location. African Americans have a significantly higher mortality rate than 
Caucasians. Men are at greater risk than women, though the gap is narrowing. The data 
for Missouri shows that in 2000 53.4% of Missouri's African American population lives in 
Kansas City, St. Louis, and the six county region known as the Missouri Bootheel. In 
addition, significant growth in the Hispanic population has occurred in these three 


sections of the state.’ These three regions have been targeted to implement risk-reduction 


strategies associated with increased incidence of, and mortality rates from, CVD. 


Prevention strategies include controlling high blood pressure, controlling high cholesterol, 


knowing signs and symptoms of heart attack and stroke, calling 911, improving 


emergency response, and improving quality of care. 


Kansas City 
According to the 2000 census, the population of Kansas City is 31.2% African 


American, accounting for 21.8% of the state’s African American population’ The 


Kansas City Neighborhood and Community Services Department (KC-NCSD) through 


their Healthy Initiatives Project (HIP) has brought together 50 community and faith- 


based organizations to address health disparities associated with heart disease and 


Fire Department Community Awareness/Educational Campaign targets a 16-zip 


code area in the St. Louis 


inner city area that has large economic and racial/ethnic 


disparities. Signs, symptoms, and risk factors of heart attack and stroke, and 


detection and management of high blood pressure are emphasized. Community CPR 


Traini 


g using the American Heart Association (AHA) “CPR for Family and Friends” 


curriculum is used to provide CPR training to community members, teach the 


detection and treatment o 


of heart attack and stroke, 
includes professional traini 
symptoms and risk factors 


adults, CPR for adult, infa 


demonstrations, and practice sessions. 


Bootheel 


high blood pressure, recognize the signs and symptoms 
and the risk factors associated with each. The curriculum 
ng for Emergency Service Personnel in recognizing signs, 
for heart attack and stroke, rescue techniques for choking 


ts and children, an overview of the Chain of Survival, skills 


The economy of the Missouri Bootheel lags behind the economy of the state as a whole 


and the poverty rate for this area is the highest within the state at 20.4%; African 


Americans make up 12% of the population o 


the Community Coalitions Diabetes and Card 


the University of Missouri Outreach and Extension (UOE 


the Bootheel’ The 
iovascular Initiative a 
. The UO 


Bootheel Task Force and 
re administered through 


E in collaboration with 


the MHDSP evaluation of educational activities 


related to increasing public awareness of the signs, symptoms and risk factors associated 


stroke and their related risk factors. provide oversight, technical assistance and 


CVD to reduce the risk and disability 


ntervention objectives target survivors of acute 


rom subsequent CVD events. The KC-NCSD is 


implementing a Barber/Beauty Shop Initiative, addressing barriers to detecting, with heart disease and stroke, preventing recurrent events and complications of these 


managing, and controlling heart disease and stroke risk factors. Emphasis is aimed diseases. Community capacity to conduct programs and activities related to secondary 


at identifying and controlling high blood pressure. In addition, K--NCSD and HIP are prevention are evaluated throughout the contract period. Coalitions and the task force 


partnering with the Kansas City REACH 2010's Chronic Disease Coalition in “Healthy promote CPR/AED training through the AHA and the American Red Cross. Coalitions and 


Habits,” a project that is encouraging citizens to practice healthy behaviors. task forces are promoting community Automated External Defibrillator (AED) awareness 
to inform the public about what an AED is, how they are used in conjunction with CPR and 
The MHDSP also 


continues to work closely with the Butler County Health Department, the lead public health 


St. Louis 


The majority of the population in St. Louis city is African American (519), accounting 


where, if any, AED’s are located in their respective communities. 


for 28.6% of Missouri's African American population. The Missouri Heart Disease agency for this area, and the other counties in the catchment area to address CDC's priority 


and Stroke Prevention Program (MHDSP) is supporting programs to initiate areas regarding heart disease and stroke prevention and control. 


community screenings with aggressive follow-up procedures. The City of St. Louis 
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Risk Factors 


Prevention and Management of Risk 


Factors 


@ Conduct trainings for health care providers that support increased counseling, 


screenings, and referrals for physical activity programs. 


Promoting healthy lifestyles and reducing risk factors may produce the largest impact on 
healthier Missourians. A priority focus is being placed on prevention among African 
American men and women who suffer the greatest disparity in hypertension, high 


on comprehensive interventions in health systems, health communications, and 


community interventions. With early identification and detection of risk factors and 


disease, lifestyles can be modified and lives can be saved. 


Physical Inactivity 

Definition: Individuals who are inactive report no leisure-time physical activity in the 
past 30 days. Individuals who are irregularly active report some moderate or vigorous 
activity, but are not regularly active. Individuals who are regularly active report either 5 or 
more days a week of physical activity for a total time of 150 minutes or more, or 3 or more 
days a week of vigorous activity for 20 minutes or more each session. 


factor for 


cholesterol, obesity, and diabetes. Strategies to improve the treatment of CVD are focused 
Problem: The lack of regular physical activity is a modifiable ris 


cardiovascular disease, high blood pressure, stroke, and diabetes. Physically inactive and 


irregularly active lifestyles increased the risk of untimely deaths, unnecessary 
hospitalizations, hospital charges, and other personal and social burdens. (In 2004, 
24.8% of Missouri adults were physically inactive-meaning they did not participate in any 


leisure time physical activity within the previous 30 days.) 


Actions: 
@ Provide education on the benefits of regular physical activity. 
@ Engage local programs to support physical activity outlets in communities. 
@ Establish community walking clubs. 


@ Create support in worksites to offer flextime for employees to engage in physical 


activity programs during the day. 


@ Provide adequate access to cardiac rehabilitation 


heart disease. 


Unhealthy Eating Habits 

Definition: Individuals with unhealthy eating habit 
Guidelines for Americans. Their average diet is inadeq 
consumption, excessive in high fat food consumption, 


of calories. 


Problem: Unhealthy eating habits play an importan 


programs for those affected with 


5 are not following the Dietary 
uate in fruit and vegetable 


and they have an excessive intake 


t role in increasing the risk of 


cardiovascular disease. A diet that is high in fat and cholesterol can cause a buildup of 


plaque in the arteries. The plaque slows down blood flow and blocks the arteries. Ifthe 


blockage occurs in an artery that carries blood to the 
occur. Healthy eating involves eating the correct quan 
major food groups. In Missouri in 2004, only 23% of 


recommended 5 or more servings of fruits and vegeta 


Actions: 


eart muscle, a heart attack can 


tity and balance of foods from the 


he population ate the 


bles daily."° 


@ Support community and faith-based groups, schools and worksites to develop 


physical environments supportive of heart-healthy eating. 


@ Work with health care providers to develop a mechanism for referrals to nutrition 


programs for individuals diagnosed as overweight or obese. 


@ Partner with worksites to develop guidelines for vending machine content. 


Tobacco Use 


Definition: Tobacco use includes any form of cigarette smoking, pipe smoking, 


chewing tobacco, or snuff. All of these forms contain nicotine, which contributes to the 


deadly effects of tobacco use. 


Problem: Nicotine narrows or blocks the arteries traveling to and from the heart, 
thereby reducing the oxygen supply to the heart. Tobacco use increases the plaque build 
up in the arteries that further reduces blood flow. Decreases in blood flow lead to 

hypertension and other forms of cardiovascular disease. In 2004, 24.19 of Missourians 


smoked. 


Actions: 

@ Provide support to partners in raising the awareness of the general public and policy 
makers that an increase in tobacco product prices will decrease initiation and use in 
youth and decrease use in adults. 

@ Encourage local community groups, schools and worksites to establish tobacco-free 
environments. 

@ Work with community groups, health care providers, schools and worksites to 
provide support and cessation resources and programs. 

@ Collaborate with health insurance companies to offer lower-cost insurance for non- 
smokers and coverage for cessation programs. 

@ Partner with community groups, health care providers, schools and worksites to 


establish clean indoor air policies. 


High Blood Pressure 

Definition: Blood pressure is caused by the pumping of blood from the heart into the 
arteries. It is a measure of how hard the heart has to work to pump the blood. Systolic 
pressure, the top number, is the higher pressure and is measured when your heart 
contracts, or beats. Diastolic pressure is the bottom number. It is the lower pressure and 
occurs when the heart is relaxed and refilling between beats. A reading of more than 
140/90 mm Hg is considered high. 


Problem: High blood pressure (hypertension) is caused when a buildup of cholesterol 


plaque and calcium occurs in the coronary arteries. Due to the buildup, the heart has to 


work harder in order to pump blood through the arteries. The extra pressure puts added 
force against the artery walls, which over time, damages them. The damaged arteries 
cannot deliver enough oxygen to other parts of the body. High blood pressure has been 
called the “Silent Killer” because it usually does not cause any symptoms and when left 
unchecked, can damage organs and cause: heart failure, strokes, heart attacks, kidney 
damage and blindness. In 2003, 27.5% of Missouri adults were informed they had high 


blood pressure.” 
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Actions: 

@ Ensure that screenings are accessible (convenient location, sufficient hours of 
business, culturally competent staff, and adequate transportation to and from 
screening). 

@ Disseminate standardized protocols for assessment, interpretation of results, and 


referral. 


@ Establish a mechanism by which appropriate follow-up support will be made 
available at screening sites. 


@ Work with Medicaid, pharmaceutical companies, health care plan and health care 


providers to address the issue of health literacy and explore opportunities to simplify 


processes, forms and informational brochures. 


Elevated Cholesterol 

Definition: Cholesterol is an essential component in the structure of cells and is also 
involved in the formation of important hormones. It is produced by the liver, which 
provides all the cholesterol an individual needs. Excess cholesterol in the bloodstream can 


form plaque on artery walls that narrows arteries and reduces blood flow to the heart. 


Problem: A high level of cholesterol in the blood increases the risk of CVD. The build up 


of plaque and the narrowing of arteries can lead to chest pain, and if left untreated, can 


eventually lead to a heart attack. In 2003, 35.6% of Missouri adults over the age of 35 


were informed their blood cholesterol was high.” 


Actions: 

@ Work with partners to provide affordable and accessible screening opportunities 
(convenient location, sufficient hours of business, culturally competent staff, and 
adequate transportation to and from screening) and follow-up support. 

@ Develop culturally appropriate, reader-friendly material about cholesterol and the 
link to heart disease. 

@ Develop educational/community awareness campaign on the importance of 


obtaining blood cholesterol screenings. 


Obesity 
Definition: Obesity and overweight are determined by Body Mass Index (BMI) (weight 
in kilograms divided by height in meters squared). To estimate BMI using pounds and 


inches, use: [weight (pounds) divided by height (inches) 2 x 703]. Individuals are 


considered obese if their BMI is 30 or greater and overweight if their BMI is between 
25 and 29.9. 


Problem: Overweight and obesity are of epidemic proportions in Missouri occurring 
among half of the adult population. Based on the BMI in 2004, 60.1% of Missourians 
were considered overweight and obese." In children, obesity rates have doubled over the 
last ten years. Obesity is strongly associated with Type 2 diabetes, heart disease, high 
blood pressure, stroke, some cancers, and a wide range of other diseases affecting 
Missouri citizens. Missouri's minority populations (African Americans, Hispanics, and 


Native Americans) experience extremely high rates of overweight and obesity. 


Actions: 

@ Encourage the school environment to utilize existing resources that support increased 
physical activity and healthy nutrition. 

@ Engage worksites to offer employees healthy food options and opportunities for 
physical activity. 

@ Work with healthcare plan providers to provide coverage to plan enrollees for 
prevention and treatment of obesity. 

@ Collaborate with community organizations, faith-based programs and other 
community groups to provide culturally-appropriate programs on physical activity 
and nutrition. 

@ Work with the media, schools, worksites, communities and healthcare providers to 


ensure the messages regarding physical activity and healthy nutrition are consistent. 


Diabetes 

Definition: Diabetes is a medical condition in which the body either does not 
produce insulin or does not properly use insulin. Insulin is a hormone that converts 
sugars and starches into energy for daily living. There are main categories of 
diabetes: Type 1 and 
Type 2. Type 1 diabetes is a disease that prohibits the body from producing insulin. Type 1 


affects mostly children and adolescents and comprises approximately 5 to 10 percent 


of all diabetes cases. Type 2 diabetes is a metabolic disease affecting the body's 
ability to produce any or enough insulin. The prevalence of Type 2 diabetes is nearing 


epidemic proportions and comprises approximately 90 to 95 percent of all diabetes 


cases. 


Problem: The connection between CVD and diabetes can be life threatening. 
Diabetes changes the chemical makeup of some of the substances in the blood, 
which causes the blood vessels to thicken or clog up completely. The impaired blood 
flow carries fewer nutrients to the body’s organs resulting in a variety of 
complications that include blindness, kidney disease, nerve disease and 
amputations, heart disease and stroke, high blood pressure, dental disease, and 
impotence. Diabetes is the fifth leading cause of death in Missouri.’ In 2004, 7.2% 
of Missouri adults were informed by a health care professional that they had 
diabetes."® It accounts for 14% of all hospitalizations, and the total hospital charges 


in 2003 for diabetes was $147 million.' The prevalence of diabetes in Missouri is 1.4 


times higher for the non-white population (10%) vs. 7.1% among the white 


population. 


Actions: 
@ Create and disseminate public awareness campaigns about the link between 
diabetes and CVD. 
@ Provide technical assistance to communities, worksites and healthcare providers 
regarding the relationship between diabetes and CVD. 


@ Promote CVD standards of care (including those related to diabetes). 


@ Build partnerships with medical/nursing schools and medical/nursing associations to 


provide educational training on CVD and the relationship with other chronic diseases 
(including diabetes). 

@ Work with other state initiatives, health systems and organizations to promote 
consistent, culturally appropriate messages regarding CVD and other chronic diseases 


(including diabetes). 
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Goals and Objectives 


Goals and Objectives 


Goal 1: Prevention of Risk Factors 
Objective 1: By 2010, Missourians will improve the baseline of healthy behaviors by 
10%. Healthy behaviors include being physically active, avoiding tobacco use, and 


adopting heart-healthy nutritional habits to prevent heart disease and stroke. 


Baseline: Current smoking: 24.1%, (2004 BRFSS); Physically Inactive [sedentary]: 
24.8%, (2004 BRFSS); 5 or more daily servings of fruits and vegetables: 22.7%, (2004 
BRFSS). 


Actions: 


@ Partner with MU Extension to provide technical assistance with community coalitions 


— 


as they plan/implement risk factor intervention/awareness education. 

@ Partner with Tobacco Control Program to enhance/establish local policies regarding 
clean indoor air. 

@ Partner with the Missouri School-Age Children’s Health Services Program's 


contractors to collect data on health and wellness of staff. 


@ Assist churches, neighborhoods, and/or communities in 40% of Missouri counties to 


address primary and/or secondary prevention of heart disease and stroke. 

@ Provide technical assistance to three Parks and Recreation Departments on the Hearts 
N’Parks Program. 

@ Collect data on heart disease and stroke risk factors to define burden and trends in 


cardiovascular disease (CVD) based on BRFSS module schedule. 


Potential Partners: Bureau of Health Promotion’s Chronic Disease Primary Prevention 
contractors, Tobacco Control Program; Nutrition and Physical Activity Program, Missouri 
Coordinated School Health Coalition; Missouri Parks and Recreation Association (MPRA): 


Missouri Department of Elementary and Secondary Education (DESE); Bureau of Child 


Care; faith groups; community groups; parish nurse organizations; MU Extension 


Objective 2: By December 2006, identify and list issues/barriers to worksite health 
promotion related to heart disease and stroke that have been identified as a result of 


worksite projects. 


Baseline: Developmental-0 (2006) 


Actions: 
@ Partner with Lead Agencies to provide 12-month follow-up evaluations to businesses 
that complete the worksite survey. 
@ Partner with the Mid-America Coalition to conduct the worksite project in the Kansas 
City area. 
@ Disseminate the worksite survey report to all project partners. 
@ Write recommendations to address issues uncovered by the survey report. 
@ Finalize and distribute to partners a report on worksite project data for primary and 


secondary prevention of heart disease and stroke. 


Potential Partners: Lead Agencies; LPHAs within the Lead Agency's catchment area; 


worksites; DHSS staff; Kansas City area worksites 


Objective 3: By 2007, collaborate with at least two partners per year to implement 
projects that target improving a patient's understanding of what questions to ask their 
health care providers in order to better understand their personal risk for heart attack and 


stroke. By 2010, increase that to four partners per year. 
Baseline: Developmental-0 (2006) 
Actions: 


@ Present on heart and stroke literacy during one DHSS Grand Round. 


@ Promote patient awareness initiatives to be used as a resource tool for Missouri 


residents over the age of 18. 

@ Promote medical and nursing school classroom presentations that encourage 
clinicians to offer information to better assist patient's understanding of their own 
personal risks for heart attack and stroke. 

@ Promote train-the-trainer workshops, educational sessions, and cardiovascular 
screenings in beauty salons and barbershops. 

@ Collaborate with other Bureau of Cancer and Chronic Disease Control (CCDC) 
programs promoting advocacy training about the need for health literacy regarding 


heart disease and stroke. 


Potential Partners: — Missouri medical and nursing schools; Missouri Society of Public 
Health Educators 


Goal 2: Detection and Treatment of Risk Factors 

Objective 1: By 2010, the percentage of adult Missourians who obtain appropriate 
screening with follow-up for: 

@ 1a. blood pressure 

@ 1b. blood cholesterol (total cholesterol, HDL, LDL) 


@ 1c. blood sugar levels in at-risk populations will increase 


Baseline: Blood Pressure-Developmental; Cholesterol-74.3% (HEDIS 2004) and 76.4% 
(BRFSS 2003); St. Louis Fire Department- 2,771 (FY 2004); Kansas City Neighborhood and 


Community Services-0; blood sugar-developmental 


Actions: 
@ Collaborate with partners to make available to adult Missourians at convenient times 
and locations and with little or no cost screenings for: 
la. blood pressure 
1b. blood cholesterol (total cholesterol, HDL, LDL) 
1c. blood sugar levels 
@ Identify barriers for screening through regular medical providers and viable 
alternatives to assure that uninsured have access to health appraisals and 
ollow-up care. 
@ Partner to assure convenient and affordable screening opportunities for blood 


pressure for clients at federally qualified health centers (FQHCs) are offered. 


@ Mobilize and/or enhance partnerships with community organizations, churches, and 
other organizations and/or partners with an interest in improving chronic 


disease risk factors. 
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Potential Partners: St. Louis Fire Department; KC Neighborhood and Community; 
FQHCs; Deaconess Parish Nurses; St. Luke's Parish Nurses; Lead Agencies; American 
Heart Association (AHA); National Kidney Foundation; parish nurses; faith-based 
organizations; Racial and Ethnic Approaches to Community Health (REACH); Missouri 
State Medical Association (MSMA); Missouri Association of Osteopathic Physicians 


and Surgeons (MAOPS); Missouri Nurses Association (MONA); Missouri Primary Care 


Association (MPCA); and other professional organizations 


Objective 2: By 2010, reduce the percent of individuals with diabetes in the FQHC 
Diabetes Registries that have uncontrolled high blood pressure and high cholesterol 
by 10%. (FQHC Diabetes Registries) 


Baseline: Uncontrolled high blood pressure-62.2% (2005); uncontrolled high 
cholesterol-50.5% (2005) 


Actions: 

@ Partner with MPCA and the MDPCP to heighten awareness of the connection 
between diabetes, heart disease and stroke. 

@ Participate in the building of the Statewide Diabetes Essential Public Health System. 

© Support quality improvement through on-going technical and financial support of 
Missouri's FQHCs participating in the National Diabetes and/or Cardiovascular 
Collaboratives. 


Potential Partners: Missouri Diabetes Prevention and Control Program (MDPCP): 
MPCA; FQHCs 


Objective 3: By 2010, 70% of clients with CVD and/or diabetes at FQHCs with 
registries statewide will have documented chronic disease self-management goals 
that are reviewed every six months with trained staff members. (FQHC Diabetes and 
CVD Registries) 


Baseline: Diabetes-50.9% (2005); CVD-45.3% (2005) 


Actions: 

@ Partner with MPCA to offer trainings and technical assistance to FQHC medical staff 
on the importance of creating and updating chronic disease self-management goals. 

@ Conduct an evaluation of client's self-management goals in the FOHCs that address 


chronic disease prevention and management. 


Potential Partners: MPCA; FQHCs; MDPCP 


Objective 4: By 2010, 10% of insurance payers will have policies in place that 


encourage and reimburse cholesterol screenings. (HEDIS) 
Baseline: Developmental-0 (2006) 


Actions: 
@ Create and administer a survey to determine how many insurance payers are 
currently reimbursing for cholesterol screenings. 
@ Evaluate the project and the number of payers that are reimbursing for cholesterol 
screenings. 
@ Establish key strategies to work with employers (purchasers) and health plans on 
reimbursement policies for cholesterol screenings and other key preventative 


practices. 


@ Conduct and evaluate the effectiveness of the project and the rise, if any, in the 


number of payers that began reimbursing for cholesterol screenings. 


Potential Partners: MPCA; managed care and other health insurance companies; 


Department of Social Services (Medicaid); Primaris 


Objective 5: By 2007, offer two training opportunities per year for health care providers 
on best practices in regard to the detection, treatment, and management of heart disease 


and stroke and their risk factors. By 2010, increase that to four per year. 
Baseline: Developmental-0 (2006) 


Actions: 

@ Encourage medical and nursing schools to incorporate best practices into training 
curriculums. 

@ Partner with the Office of Primary Care and Rural Health to provide training to rural 


physicians regarding consensus guidelines and how to apply the chronic care model 


in rural settings. 


@ Collect data to determine the number of health care providers using consensus 


guidelines for heart disease. 


Potential Partners: Missouri Academy of Family Physicians (MAFP); MAOPS; 
MPCA; Nurse Practitioner arm of the MONA; Missouri Hospital Association (MHA); 


medical and nursing schools 


Objective 6: By 2007, provide technical assistance and resources to at least two 
community partners per year that will expand successful programs related to Missouri 
residents knowing their blood pressure, cholesterol, blood sugar numbers, or how to 


access programs to help manage/control high values. By 2010, increase to four 


communities. 
Baseline: Developmental-0 (2006) 


Actions: 

@ Conduct pilot in two communities in 2006. 

@ Partner with Lead Agencies to advocate for worksites to offer screening programs and 
disease management programs for their employees. 

@ Partner with the Missouri School Age-Children’s Health Services Program (MSCHSP) 
to incorporate secondary prevention education into the staff wellness portion of the 


program. 


@ Partner with faith and community organizations through Kansas City Healthy 


Initiatives Project (HIP); Kansas City Chronic Disease Coalition (KCCDC); Deaconess 


Parish Nurses; Heart Health Coalitions; MPRA; MU Extension; and others to 
incorporate consumer education into existing and new community programs. 
@ Partner with Kansas City Quality Improvement consortium (KC-QIC) in the 


development of a consumer brochure series that is the lay version of the guidelines 


for diabetes, congestive heart failure, and hypertension developed by KC-QIC. 


@ Partner to assure screenings and/or awareness education are provided to the 


uninsured and priority populations at highest risk for cardiovascular disease in 


St. Louis, Kansas City and Southeast Missouri. 


@ Provide training and technical assistance in regard to, primary and secondary 
prevention of heart disease and stroke to schools participating in the MSCHSP. 
@ Partner with the Coordinated School Health Coalition to provide training and 


technical assistance to school professionals regarding primary and secondary 


prevention of heart disease and stroke. Identify barriers for priority populations to 


obtain early detection and treatment of cardiovascular disease. 


@ Identify barriers for priority populations to obtain early detection and treatment of 


heart disease. 


Potential Partners: MSCHSP; MPRA; faith and community organizations through 
Kansas City (HIP); KCCDC; Deaconess Parish Nurses; Heart Health Coalitions, KC-QIC; Lead 
Agencies, WIC providers, Area Agencies on Aging (AAA's); Missouri Dietetic Association 
(MDA); MU Extension 


Objective 7: By 2007, increase the number of FQHCs from 5 to 10 who expand from 
diabetes by adding CVD and have developed registries to track patient progress. By 2010, 


increase to 15. 


Baseline: 5 Centers in 2005 


Actions: 

@ Partner with MDPCP and MPCA to create a heart disease, stroke, and diabetes data 
collection system. 

@ Provide financial support for quality improvement of Missouri FOHC's participating in 
the National Diabetes and Cardiovascular Collaboratives. 


@ Provide technical assistance to FQH(s expanding to cardiovascular disease. 


Potential Partners: MPCA; MDPCP; Community Health Centers (FQHCs across the 
State) 


Objective 8: By 2007, the percentage of adult Missourians who have high blood 
pressure that is under control will increase from 54% in 2003 to 60%. (HEDIS) By 2010, 


increase to 62%. 


Baseline: 54% (2003) 


Actions: 

@ Partner to promote awareness campaigns for hypertension control. 

@ Partner with managed care organizations, Medicaid, Primaris, physician 
organizations, nurse organizations to increase the number of programs that assist 
individuals with controlling high blood pressure. 


@ Partner with American Association of Retired Persons (AARP); AAA‘; physician 
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assistant organizations; and physicians who primarily serve high-risk groups such as 

the African American community to increase screening and follow-up opportunities. 
@ Partner to utilize existing infrastructure and resources to promote treatment 

guidelines (NHLBI or national standard), and patient education to improve 


compliance with physician recommendations. 


@ Collaborate with partners to encourage linking of individuals to the services they need. 


@ Provide educational materials to providers for awareness programs. 
@ Survey insurance payers to evaluate the implementation of best practices upon 


member's diagnosis of high blood pressure. 


@ Partner with community coalitions to provide technical assistance on the 
implementation of programs to address the importance of controlling high blood 


pressure. 


Potential Partners: Managed care organizations; Medicaid; Primaris; physician 
organizations; nurse organizations; American Association of Retired Persons (AARP); 
AAAS; physician assistant organizations; physicians; MU Extension; FOQHCs; Sister-to-Sister 


Foundation; lead agencies 


Objective 9: By 2007, the percentage of adult Missourians who have high cholesterol 
that is under control will increase from 55% in 2003 to 60%. (HEDIS) By 2010, increase 
to 62%. 


Baseline: 55% (2003) 


Actions: 

@ Partner to promote awareness campaigns for knowing cholesterol numbers. 

@ Partner with managed care organizations, Medicaid, Primaris, physician 
organizations, nurse organizations and barber/beauty shops to increase the number 
of programs that assist individuals with controlling high blood pressure. 


@ Provide educational materials to providers for awareness programs. 


@ Partner with community coalitions to provide technical assistance on the 
implementation of programs to address the importance of controlling high 


cholesterol. 


Potential Partners: Managed care organizations; Medicaid; Primaris; physician 


organizations; nurse organizations; AARP; AAA‘s; physician assistant organizations; 


physicians; MU Extension; FQHCs; Barber/Beauty shops; Sister-to-Sister Foundation; 


Lead agencies 


Goal 3: Early Identification of Heart Attacks and Stroke 
Objective 1: By 2010, the number of awareness/educational campaigns for the public 
in regard to recognizing signs and symptoms of heart attack and stroke and the 
importance of calling 911 or other emergency number in their community will increase 
from 0 to 30. 


Baseline: 0 (2006) 


Actions: 
@ Partner with faith-based and community organizations to conduct community 
awareness/educational signs and symptoms campaigns. 
@ Identify and promote promising programs/campaign materials on heart attack and 
stroke signs/symptoms such as Act in Time and AHA — Stroke: When Minutes Matter. 
@ Assist community coalitions in planning/implementing awareness activities. 
@ Monitor emergency room data regarding heart attack and stroke patients. 


@ Promote worksite stroke awareness projects. 


Potential Partners: Faith-based and community organizations; parish nurses; drug 
Stores; media; managed care; Medicare; Medicaid; parks and recreation agencies; schools; 


Deaconess Parish Nurses; MSCHSP; American Heart Association; MU Extension; nurses 


associations; Lead Agencies; worksites; hospitals 


Objective 2: By 2010, the number of Automatic External Defibrillators (AEDs) placed 
by the Office of Primary Care and Rural Health will increase from 160 in 2005 to 500. 
(Office of Primary Care and Rural Health) 


Baseline: 160 (2005-Office of Primary Care and Rural Health) 


Actions: 
@ Partner with the Office of Primary Care and Rural Health on the placement of AEDs 
and training opportunities for first responders with emphasis on rural areas where 


response time is slower. 


@ Partner with the Office of Primary Care and Rural Health, Lead Agencies, Missouri 


Emergency Medical Services (EMS) Association, EMS agencies, and other community 
organizations on the enhancement of an AED registry. 

@ Partner with school, worksite, community, and health care settings to determine if a 
Public Access Defibrillator (PAD) Program is needed. 


@ Promote the development of AED registries in each Lead Agency county. 


Potential Partners: Office of Primary Care and Rural Health; Missouri EMS 


Association; EMS agencies; community organizations; schools, worksite, community, and 


health care settings; Lead Agencies 


Objective 3: By 2008, the number of AEDs available in public schools served by the 
MSCHSP will increase from 0 to100. By 2010, increase to 125. 


Baseline: 0 (MSCHSP-2005) 


Actions: 
@ Partner with the MSCHSP to determine the number of AEDs currently available in 
schools served by their program. 
@ Partner with the MSCHSP and LPHAs to provide training to school nurses on use of 
AEDs. 


Potential Partners: MSCHSP; AED Manufacturers; LPHAs 
Objective 4: By August 2006, establish a baseline of the number of persons who 
receive CPR raining in schools served by the MSCHSP and the worksites assessed by the 
LPHAs. By 2010, increase that percentage by 10%. 

Baseline: 0 (2006) 

Actions: 

@ Partner with the MSCHSP to obtain data on CPR training in schools. 

@ Partner with the MSCHSP and LPHAs to increase the number of convenient and 


affordable opportunities for CPR training. 


Potential Partners: MSCHSP; LPHAs; worksites; Red Cross CPR Instructors 


Objective 5: By 2010, increase the availability of 911 systems to all 115 counties in the 


state of Missouri. 


Baseline: 82 in 2004 (Information Security Management, State of Missouri, Office of 


Administration) 


Actions: 

@ Partner with the AHA Advocacy Committee, Missouri EMS Association, DHSS 
Unit of EMS to advocate for statewide 911 accesses, legislators, local 
politicians, Health Boards, LPHAs. 

@ Support public policy initiatives to enhance 911 services through cellular 
telephones (E911). 

@ Partner with the AHA to alert heart disease and stroke professional contacts, with 
information regarding upcoming policy/legislation that supports heart disease and 
stroke. 

@ Partner with the AHA, Missouri EMS Association, DHSS Unit of EMS to advocate for 


cell phone 911 access. 


Potential Partners: AHA Advocacy Committee; Missouri EMS Association; DHSS Unit 
of EMS; Legislators; local politicians; Health Boards; LPHAs; Emergency Numbering 


Association; Telecommunications industry 


Objective 6: By 2010, increase from 0 to 3, the number of assessments that help 
identify the capacity of the acute stroke system in Missouri and use the information to 
create tools to assist system development. 


Baseline: 0 


Actions: 

@ Increase from 0 to 3 the number of stroke system surveys that help identify and 
monitor the strengths and gaps in Missouri's acute stroke system. 
@ Partner with the Stroke Committee, MHA, and other stroke system members to plan 
he surveys. 
@ Use the survey data and other information to produce tools to improve the acute 


stroke treatment system in Missouri. 


@ Formulate an aggregate data report to identify system gaps/issues and create further 


plans to improve the acute stroke treatment system in Missouri. 
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Potential Partners: Stroke Committee; AHA; MHA; EMS; Missouri hospitals 


Goal 4: Prevention of Recurrent Cardiovascular Events 
Objective 1: By December 2006, MHDSP collaborating with the MHDSP Stroke 
Committee, will create an Acute Stroke System Development Plan that includes priority 
recommendations and measurable objectives to improve the acute stroke treatment 


system in Missouri. 


Baseline: Developmental—0 in 2005 


Actions: 
@ Facilitate semi-annual MHDSP Stroke Committee meetings. 
@ Provide technical assistance as the Stroke Committee identifies stroke system 
development issues and recommends program activities. 
@ Provide updates to the Stroke Committee regarding MHDSP activities related to stroke. 
@ Provide updates to the Advisory Board, regarding the Stroke Committee, when 


applicable. 


@ Add new Stroke Committee members and partners as needed. 


Potential Partners: MHDSP Stroke Committee; MHDSP Advisory Board 


Objective 2: By 2010, increase the number of partners that provide stroke signs/ 


symptoms awareness projects from 2 to 10. 


Baseline: 2 in 2005 


Actions: 
@ Collaborate with partners to increase stroke awareness initiatives and projects. 
@ As funds are available, consider contracts to enhance collaborations. 
@ Provide technical assistance to existing coalitions, task forces, contractors, and other 
stroke system members as they plan or implement stroke awareness projects or 


initiatives. 


Potential Partners: LPHAs; AHA; NSA; acute stroke health care and health service 


providers and other stroke system members. 


Objective 3: By December 2006, identify a baseline number of heart/stroke 
community education opportunities that stress prevention of recurrent heart attack 
or stroke events and were conducted with MHDSP collaboration or partnering during 


one year. By 2008, increase that number by 5%. 


Baseline: Developmental-0 (2006) 


Actions: 

@ Develop and conduct survey of MHDSP partners to identify baseline number of 
community education events that were conducted as a result of MHDSP collaboration 
and/or partnering during the year. 

@ Partner with MHDSP Advisory Committee to increase number of community 


education events. 


@ Make materials available for events by updating and reordering material for the DHSS 
warehouse. 


@ Provide technical assistance for events. 


Potential Partners: MHDSP Advisory Committee; AHA; American Stroke Association 
(ASA); LPHAs; Heart Attack and Stroke Survivor Support Groups; worksites; Lead Agencies 
———E—E—EE—EeEeEe———E—>————————— SS SS SS | 

Goal 5: Infrastructure, Policy Development and System 
Change 

Objective 1: By June 2007, build infrastructure at the state and local level to address 


cardiovascular issues. 


Actions: 
@ Hold at least one meeting per year for lead agency staff. 
@ Provide opportunities for all MHDSP professional staff to attend at least one 
professional development workshop or conference per year. 
@ Revise and update as needed the Missouri Cardiovascular Strategic Plan. 
@ Annually, review and update MHDSP fact sheets 
@ Share with partners’ progress toward achieving HP2010 goals and objectives 


addressed in the Missouri Cardiovascular Strategic Plan. 


@ Collaborate with other units at DHSS to provide trainings to increase knowledge of 


signs and symptoms of heart disease and stroke. 


@ Continuously review and evaluate literature to best practices and share information 
with partners. 
@ Identify new partners and create new working groups to focus on women and heart 


disease. 


Objective 2: By June 2007, MHDSP staff will continue to attend and /or facilitate 


meetings with partners. 


Actions: 
@ Facilitate at least semi-annual MHDSP Advisory Board meetings. 


@ Facilitate at least semi-annual Stroke Committee meetings 


@ Attend and participate in REACH oversight meetings. 
@ Attend and participate in quarterly MPCA meetings. 


@ Attend Kansas City Neighborhood and Community Services monthly meetings. 

@ Participate as a board member of the Missouri WISEWOMAN project. 

@ Participate as a board member of the Missouri Diabetes Advisory Board. 

@ Attend the St. Louis Healthy Heart Coalitions bi-monthly meetings. 

@ Participate on the Planning Committee for the Sister-to-Sister Foundation Women's 
Heart Day Event. 

@ Participate in the AHA Metro St. Louis Multi-Cultural Health Initiative. 


Objective 3: By June 2007, continue to provide support for community coalitions as 
they plan, implement, and evaluate activities targeting diabetes, cardiovascular disease 


and stroke. 


Actions: 
@ Partner with the Tri-County Task Force to provide financial support and technical 
assistance to community coalitions in the Tri-County area. 


@ Partner with AHA/ASA to provide technical assistance to stroke coalitions. 
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Surveillance and 


Evaluation 


Surveillance 


The MHDSP works with partners throughout DHSS to provide necessary comprehensive 
surveillance data for assessing and monitoring the cardiovascular health of populations 
and for program planning and assessment of program outcomes. A wide variety of 
surveillance mechanisms exist within DHSS. Morbidity and mortality trends for heart 


disease and stroke, and prevalence trends of heart disease and stroke risk factors such as 


hypertension, high cholesterol, physical inactivity, diet and tobacco use are available. 


The Center for Health Information Management and Evaluation (CHIME) created the 
interactive database MICA (Missouri Information for Community Assessment), which 
synthesizes vital statistics, hospitalization and health behavior data. These data can be 


presented according to sex, race/ethnicity, age, insurance status, county and zip code. 


Data can also be presented for a single year or for every year since 1990. The MHDSP also 


works with CHIME for specific surveillance data needs that are not available electronically 
through MICA. 


Missouri morbidity and mortality records from MICA, and health behavior data from the 
BRFSS (Behavioral Risk Factor Surveillance System) are used by the MHDSP to provide 


guidance for the development of work plan objectives, develop projections, and evaluate 


the impact of program activities. 


Evaluation Plan 


The evaluation plan for the Missouri Heart Disease and Stroke Prevention Program’s 


MHDSP) strategic plan will consist of two (2) components: 1) a discussion of evaluation 
strategy for process, intermediate and impact evaluation of MHDSP programs; and 2) a 
abular summary of established indicators, current data sources available to address those 
indicators at the state level (regional, county, or local level if possible), and the current 


Status of each indicator. Results of these indicators will demonstrate the impact of 


HDSP activities at the local and population levels. 


To the extent possible, the evaluation plan utilizes existing sources of data to minimize 
expense and maximize the resources available to address activity-level evaluations. When 
data sources are not currently available to address an indicator, that gap is noted in the 
table. The MHDSP evaluation staff continually work with internal and external partners to 


discuss potential methods to assess goal achievement in such cases. 


This evaluation plan should be seen as a living document, subject to change based on the 
achievement of goals, change in program strategy, and/or the presentation of new 


opportunities. 


Evaluation Plan 


Goal/Objective Data Source Current Status 


Decrease mortality rate from heart 
isease and stroke. 


ecrease mortality rate for heart Age-adjusted mortality rate for heart disease Vital statistics 2003: 261.2 per 100,000 population 
isease and stroke among Missourians. | Age-adj ortality rate for stroke 2003: 56.8 per 100,000 population 


iminate racial/ethnic and sex j i or heart disease by race/ethnicity Vital statistics 2003: white: 254.9 per 100,000 
isparities among Missourians in heart population; AA: 340.8 per 100,000 
isease and stroke mortality. 


or stroke by race/ethnicity 2003: white: 55.7 per 100,000; 
AA: 68.3 per 100,000 


or heart disease by sex 2003: Female: 217.7 per 100,000; 
Male: 318.7 per 100,000 


or stroke by sex 2003: Female: 55.9 per 100,000; 
Male: 57.2 per 100,000 


Prevention of Risk Factors 


Goal/Objective Indicator Data Source Current Status 


Increase the number of Missouri adults } Percentage of adults that were current smokers FSS tobacco use module 2004 24.1% of adults were current 
engaging in heart healthy behaviors. | physical Inactivity administered yearly) smokers 


Percentage of adults eating 5+ servings/day fruits and vegetables FSS exercise module 2004 24.8% of adults did not engage 
inistered yearly) in any leisure time physical activity 
(physically inactive) 


FSS fruits and vegetables 2004 22.7% of adults ate at least 
le (administered in even | 5 servings of fruits and vegetables 
per day 


dentify and list issues/barriers to Barriers to heart disease and stroke worksite health promotion. Worksite inventory database. | Developmental — baseline = 0 
worksite heart disease and stroke 

ealth promotion identified as a 

esult of worksite projects. 


ncrease the number of partners that | A minimum of two partners per year will implement projects by 2007; MHDSP contract monitoring, Developmental — baseline = 0 
implement projects that target health | by 2010 increase to four partners per year process evaluation 

rovider questions to understand 

personal risk for heart disease and 

stroke. 


Detection and Treatment of Risk Factors 


Goal/Objective Indicator Data Source Current Status 


Increase the number of Missourians Blood Pressure PECS, MHDSP contract Blood Pressure — Developmental 2003 
that receive appropriate heart disease | Blood Cholesterol monitoring, KCNA database, Cholesterol — 74.3% (HEDIS); 76.4% 
and stroke risk factor screenings with | Glucose StLFD database (BRFSS); 2,771 (St. Louis Fire Dept.) 
follow-up. Glucose- Developmental 


Continues... 
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ce the percentage of individuals 
diabetes in the FQHC Diabetes 
istries by 10% that have the 
following: 


at least two training opportunities 
per year for health care providers on best 
practices in regard to the detection, 
treatment, and management of heart 
disease and stroke and their risk factors. 


Increase to 70% the percentage of 
ients with CVD at FQHCs that have 
ocumented chronic disease self- 
anagement goals that are reviewed 
very six months with trained staff 
embers. 


0% of insurance payers will have 
policies in place that reimburse for 
olesterol screening. 


nical assistance to at least 
nity partners per year that 
successful programs related 
i residents for: 


By 2007, increase the number of FOHCs 
5 to 10 who expand quality 
improvement efforts from diabetes by 
adding CVD and have developed 
registries to track patient progress. 


By 2007, the percentage of adult 
Missourians who have high blood pressure 
that is under control will increase 10% 


By 2007, the percentage of adult 
Missourians who have high cholesterol 
that is under control will increase 10% 


Goal/Objective 


Uncontrolled high blood pressure 


Uncontrolled high cholesterol 


Best practices for heart disease care 


Best practices for stroke care 


Self-management goals on record in FQHCs 


Self-reported policies reported by insurance providers 


Blood pressure knowledge 

Cholesterol awareness 

Knowledge of blood sugar numbers 

How to access programs to help manage/control high values 


FQHCs participating in CVD collaborative 


Missouri adults with documented hypertension that is under control 


Missouri adults with documented high cholesterol that is under control 


Indicator 


Contract Monitoring, follow-up 
surveys to health care providers 
to be developed by MHDSP 


HEDIS, survey to be developed 
by MHDSP 


Contract monitoring, follow-up 
surveys to community 
participants to be developed by 
MHDSP 


PECS registries, 
contract agreements 


Data Source 


2005 — Uncontrolled high blood 
pressure = 65% 


2005- LDL > 100mg/dl = 52% 


Developmental — baseline = 0 


2005 — 44% of clients have 


documented self-management goals 


Developmental — baseline = 0 


Developmental — baseline = 0 


Baseline — 2004, 5 FQH(s 
participating in CVD collaborative 


2003 — 54% under control 


2003 — 55% under control 


Current Status 


By 2010, the number of awareness/ 
educational campaigns for the public in 
regard to the following will increase 
from 0 to 30 in their community: 


Continues... 


Recognizing signs and symptoms of heart attack 
Recognizing the signs and symptoms of stroke 
Know your numbers (911) 


MHDSP contract monitoring, 
evaluation survey, to be 
developed, of community 
campaigns and worksite 
programs 


Developmental- baseline = 0 
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Health will increase from 160 in 


0 500. 


raining in schools served by MS 


ublic health agencies, and by 2 


Baseline - 0) 


y 2010, the number of Automatic 
External Defibrillators (AED) placed by 
he Office of Primary Care and Rural 


2004 


y 2008, the number of AED’s available 
in public schools served by the Missouri 
School-Age Children’s Health Services 
rogram will increase from 0 to 100. 


y 2006, establish a baseline of the 
number of persons who receive CPR 


CHSP 


and the worksites assessed by the lead 


010 


increase that percentage by 10%. 


y 2010, increase the availability of 911 


systems to all 115 counties in the state 


of Missouri. 


By 2007, identify the acute stroke 


treatment capacity in Missouri and 
create a plan to improve the acute 


stroke treatment system in Misso 


Goal/Objective 


uri. 


AEDs placed in Missouri worksites and public places by the Office of Primary 
Care and Rural Health 


AEDs available in public schools served by MSCHSP 


Numbers of participants in CPR trainings 


Counties with 911 service for emergency response 


Hospital responses to survey questions regarding acute stroke treatment and 
infrastructure to treat acute stroke 


Indicator 


Office of Primary Care and Rural 
Health; AED registry to be 
developed 


Database to be developed 


MHDSP contract monitoring; 
database to be developed 


ormation Security 
anagement, State of Missouri, 
d Office of Administration; 
issouri EMS association 


rvey to be developed; 
jatabase to be developed to 
ter survey data 


Data Source 


2004 baseline- 160 AEDs placed 


2004 Baseline- 0 AEDs placed 


2004 baseline — 0 


2004 baseline — 82 counties with 
911 service 


Developmental — baseline = 0 


Current Status 


Create an Acute Stroke System 
Development Plan. 


By 2010, increase the number of 


partners that provide stroke signs/ 
symptoms awareness projects from 


2 to 10. 


y 2006, identify the numbe' 
stroke community education 
opportunities that stress prevent 
ecurrent heart attack or stroke e 


he year. By 2008, increase tha 
by 5%. 
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and were conducted with MHDSP 
collaboration or partnering during 


heart/ 


ion of 
vents 


number 


Creation and dissemination of Plan 


Creation and maintenance of partners that address stroke 


Heart disease and stroke community education events that stress prevention of 


recurrent heart attack or stroke 


Plan to be developed 


MHDSP contract monitoring; 
partner reports 


Survey and database to be 
developed; contract monitoring 


Developmental — baseline = 0 


2005 baseline — 2 projects 


Developmental — baseline = 0 


Glossary of Terms 


Age-adjusted death rate: The number of deaths occurring per 100,000 population per year’ calculated in accordance with a standard age structure to minimize the effect of age differences when rates are 
compared between populations or over time. 


Automated external defibrillators (AEDs): An automated external defibrillator (AED) is a device used to detect and treat cardiac arrest due to cardiac arrhythmias. Uncorrected, these arrhythmias rapidly lead to 
irreversible brain damage and death. By applying a shock to the entire heart muscle, the AED uniformly clears the heart's electrical system, hopefully allowing it to resynchronize. The AED automatically determines if a 


shock is needed and automatically selects and delivers the appropriate energy level. 


a 


So 


Artery: Vessels that carry oxygen-rich blood from the heart to the body. The major arteries of the heart are called the coronary arteries. 


Behavioral change: Anintervention approach that uses public information and education to promote behavioral patterns favorable to health for the population as a whole; also includes interventions (e.g., 
counseling) at the group or individual level for the same purpose. 


Behavioral Risk Factor Surveillance System BRFSS: A state-based, CDC-sponsored system of health surveys that generate information about health risk behaviors and attitudes, clinical preventive 
nic diseases and injury. 


Ss 


practices, and health care access and use primarily related to c 
Blood Cholesterol: The blood concentration of a family of lipid or “fatty” molecular compounds obtained directly from the diet or produced in the body from fatty dietary components; a necessary factor in 

development of atherosclerosis; total cholesterol concentration is classified as “high” if it is > 200 mg/dl. Subtypes of cholesterol differ in their relation to CVD risk, with high-density lipoprotein (HDL) cholesterol 
considered “good”, and low-density (LDL) cholesterol considered “bad”. 


Blood Pressure: A measure of the force used to circulate blood through the body. Systolic blood pressure measures the force when the heart contracts; diastolic blood pressure measures the force used to move 
blood when the heart is at rest between beats. Blood pressure is reported as systolic pressure over the diastolic pressure. 


Body Mass Index (BMI): A measure of weight relative to height to determine if a person is underweight, normal weight, overweight or obese. 


Cardiopulmonary resuscitation (CPR): Cardiopulmonary resuscitation or CPR, is any of the board range of maneuvers and techniques used to restore spontaneous circulation, including rescue breathing and 
chest compressions. The main objective of CPR is to provide oxygen to the brain and heart until medical treatment can restore normal heart and breathing action. 


Cardiovascular disease (CVD): Diseases of the heart and blood vessel system. These include the following: 


@ Atherosclerosis- A pathological condition affecting the medium-size and larger arteries, especially those that supply the heart (the coronary arteries), the brain (the carotid and cerebral 
arteries), and the lower extremities (the peripheral arteries), as well as the aorta. Atherosclerosis underlies the occurrence of heart attacks, many strokes, peripheral aterial disease, and the 


dissection or rupture of the ao 


@ Congestive heart failure (CHF)- Also known as heart failure. A serious condition in which the heart is unable to pump enough blood to supply the body's needs. CHF occurs when excess 
fluid starts to leak into the lungs, causing breathing difficulty, fatigue and weakness, and sleeping problems. High blood pressure is the number one risk factor for CHF. 


fv 


@ Coronary heart disease (CHD)- The most common form of heart disease. This type of heart disease is caused by a narrowing of the coronary arteries that feed the heart, which results in not 
enough oxygen-carrying blood reaching the heart. 


@ Diseases of the heart- Based on the International Classification of Diseases (ICD) codes and including coronary heart disease, congestive heart failure, and others. Importantly, this category 
does not include atherosclerosis or cerebrovascular disease (stroke 


@ Heart disease- Referring to any affliction that impairs the structure of the heart (e.g., atherosclerotic and hypertensive diseases, congenital heart disease, rheumatic heart disease, and 
cardiomyopathies). 
@ Stroke- Also known as cerebrovascular disease, or a brain attack, the interruption of blood supply to the brain due to either an obstruction or rupture of a blood vessel. Strokes that are not fatal 
often lead to some level of physical or cognitive disability. 


Cardiovascular disease prevention: A set of interventions designed to prevent first and recurrent CVD events (e.g., heart attack, heart failure, and stroke). For CVD, primary prevention refers to detection and 
control of risk factors, whereas secondary prevention includes long-term case management for survivors of CVD events. CVD prevention complements cardiovascular health (CVH) promotion. 


Cardiovascular health\ and health promotion: A set of interventions designed to reduce a population's risk for CVD through policy, environmental, and behavioral changes; also supports other approaches that 
apply to people who have suffered recognized CVD events (e.g., by facilitating public access to emergency care or by fostering social/environmental and behavioral changes that reinforce secondary CVD prevention); 
sometimes identified with primordial CVD prevention; complements CVD prevention. 


Cholesterol: A waxy substance produced by the body and taken in with food. The body needs cholesterol for functions such as making hormones. When too much cholesterol circulates in the blood, it leads to 
atherosclerosis and an increased risk of heart disease. 


Collaboration: A group of people who work together toward a common goal and share decision making necessary to reach the goal. 


Coronary risk factors: Factors associated with a higher incidence of coronary heart disease. The factors include tobacco use, high blood pressure, high blood cholesterol, and family history of heart disease, 
diabetes, and physical inactivity. 
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Diabetes: A metabolic disorder resulting from insufficient production or utilization 0 
Evaluation: A systematic process for an organization to obtain information on its activities, its impac 
Evidence-based public health: The use of agreed-upon standards of evidence i 


Fat: One of the nutrients that supply calories to the body. The body needs only sma 


| amounts 


insulin, commonly leading to cardiovasc 


making decisions about public health po 


lar complications. 
s, and the effectiveness of its work, so that it can improve its activities and describe its accomplishments. 

icies and practices to protect or improve the health of populations. 

ypes of fat. Saturated fat, for example, is found in greatest amounts in food from animals, 


of fat. Foods contain different 


such as butter, cheese, milk, and cream, as well as meat and poultry skin. A few vegetable fats-coconut oil, cocoa butter, pal 


influence cholesterol levels and include olive, canola, sunflower seed, and safflower oils, and oils foun 


Federally qualified health center (FQHC): A FOHC is 
all stages of the life cycle. 


Goal: Broad statements that describe the desired longer-term i 


Health disparities: Differences in the burden and impac 
orientation. 


Healthy People 2010: A national document that prese 
Heart Attack: Death of, or damage to, part of the heart 


an American commu 


pacts a progra 


of disease among di 


ts the most importa 


uscle due to an ins 


High blood pressure (Hypertension): A long-term increase in blood press 


ty based health orga 


m want to accomplish. 


in certain fish. 


ization. A FQHC provi 


erent populations, de 


fficient blood supply; 


re above its normal range, currently 
Hg. When blood pressure is high, the heart works harder. The increased pressure can damage vessels in vital organs such as 


ined, for exam 


caused by bloc 


above 140 mm Hg (millimeters of mercury) or diastolic blood pressure at or above 90 mm 

the heart, the brain, and the kidneys. Also known as hypertension. 

High risk approach: An intervention strategy that targets only people with the highest levels of CVD risk factors for 
Incidence: The number of new cases of a disease that develop in a population during a specific period of time. 
Lipids: Fatty substances including cholesterol and triglycerides that are present in blood and body tissues. 
Modifiable characteristics: Factors related to CVD risks that are amenable to change (e.g., diet, physical ac 
Mortality: A measure of deaths occurring in a given population, location, or other group of interest during 
Obesity: An excess of body fat. The standard definition of obesity in adults is having a body mass index (BMI) of 30 or over. 
Objective: Are the desired outcome or change expected in a target population as a result of the program. 
Overweight: A high level of body fat. The standard definition of overweight in adults is having ab 

Partners: Individuals and organizations that contribute a variety of resources and skills during the 

Program Strategic Plan. Partnerships may be formal, informal, internal, and external. Partners wi 

burden of cardiovascular disease in Missouri. 

Peripheral arteries: Arteries in the upper and lower extremities (arms and legs). 


Policy and environmental change: An intervention approach to reducing 
environmental change (e.g., changes to economic, social, or physical environments). 


Prevalence: The frequency of a particular condition within a defined 


Primary CVD prevention: A set of interventions, includi 
factors. 

Primordial CVD prevention: A set of interventions targ 
Risk factor: A habit, behavior, characteristic asso 


Secondary prevention: A set of interventions aimed at 


disability and risk for subsequent CVD events. 


Strategy: An action step performed to impact c 


Survival: Remaining alive for a specified period (e.g., beyond the 28-day defi 


Triglycerides: Lipids carried through the bloods 


Vascular: A term to describe blood vessels. 


anges in objectives. Strategi 


opulatio 


ng the detection an 


eting people withou 


survivors of acute CV 


he burden of c 


at a pointin time. 


nition of case fatality) 


911: An emergency number telephone system to activate the emergency medical system team. 
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ciated with increased frequency of specified health problems. 


after a CVD event. 


kernel oil, and palm oil-are also high in saturated fats. Unsaturated fats do not directly 


es comprehensive primary health, oral, and mental/substance abuse services to persons in 


le, by sex, race or ethnicity, education or income, disability, place of residence, or sexual 


t health-related goals and objectives to be achieved in the United States by the year 2010. 
age of one or more of the coronary arteries. Also known as myocardial infarction. 


efined by the National High Blood Pressure Education Program as systolic blood pressure at or 


he purpose of reducing their level of risk to that of the most favorable level in the population. 


ivity, smoking), in contrast to those that are intrinsic to the individual (e.g., age, race, sex, genetic traits). 


an interval of time, usually a year. 


ody mass index (BMI) between 25 and 29.9. 


development, implementation, evaluation and realignment of the Missouri Heart Disease and Stroke Prevention 
| be involved at different times and in different ways, but all will make positive contributions towards reducing the 


ronic disease that focuses on enacting effective policies (e.g., laws, regulations, formal and informal rules) or promoting 


control of risk factors, designed to prevent the first occurrence of heart attack, heart failure, or stroke among people with identifiable risk 


risk factors or CVD to prevent development of risk factors. 


events (e.g., heart attack, heart failure, stroke) or others with known CVD in which long-term case management is used to reduce 


es are geared towards a target population and have a specific time period for implementation and completion. 


ream to tissues. Most of the body’s fat tissue is in the form of triglycerides, stored for use as energy. Triglycerides are obtained primarily from fat in foods. 
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External Partner Agencies and 
Organizations 


Area Agency on Aging 

American Cancer Society 
Missouri Diabetes Association 
American Heart Association 
American Stroke Association 
Boone County Health Department 


oone Hospital Center 


ootheel Tri-County Task Force 


utler County Health Department 


Cape Girardeau Health Department 
Clay County Health Department 


Deaconess Parish Nurse Ministries 


Heart Health Coalitions 
Kansas City Health Department 


ansas City Quality Improvement Consortium 


arion County Health Department 


id-America Coalition on Health Care 


Department of Agriculture 
epartment of Economic Development 


Department of Elementary and Secondary Education 


Department of Public Safety 


0 

0 

0 

0 Department of Natural Resources 
0 

0 

0 Department of Transportation 
0 


Governor's Council on Physical Fitness and Health 


issouri Hospital Association 


issouri Coordinated Schoo! Health Coalition 


issouri Nurses Association 


wn 
a 
(=) 


i Primary Care Association 


issouri Society of Public Health Educators 


U Extension 


ewton County Health Department 


epartment of Social Services — Division of Family Services 


issouri Association of Osteopathic Physicians and Surgeons 


issouri Parks and Recreation Association (Hearts N’ Parks) 


PedNet Coalition 


Phelps County Health Department 


Platte County Health Department 


Primaris 


Randolph County Healt 


St. Louis County Health 


St. Louis Fire Departme 


evention Research Ce 


CDC — Atlanta 


ational Stroke Associa 


American Stroke Associ 


INDS “Know Stroke” P 


issouri’s JCAHO Prima 


Sister to Sister Foundation 


Department 


epartment 


St. Louis District Dairy Council 


t 


St. Louis University — School of Public Health 


ter 


ti 


on 
ation 
oject - St Louis 


ry Stroke Centers 


Springfield/Greene Co 


nty Health Department 


Department of Health and 
Senior Services Internal 


Partners 


Bureau of Childcare 


Bureau of Emergency Medical Services 


Center for Health Information Management and Evaluation 


Center for Local Public Health Servicess 


Coordinated School Health Program 
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Missouri Arthritis and Osteoporosis Program 

Missouri Diabetes Prevention and Control Program 
Office of Minority Health 

Office of Surveillance, Evaluation, Planning and Health 


Information 


Office on Women’s Heal 


th 


Bureau of Health Promotion 


Office of Primary Care a 


WISEWOMAN Program 


nd Rural Health 


The American Heart 
Association Chain of Survival 


Early Early 
Access CPR Defibrillation Advanced Care 


Early Early 


When a cardiovascular emergency happens, every second counts. As emergency responders race to save the life of someone suffering cardiac arrest, or suffering a heart attack or stroke, 
every minute that passes can place the victim at a greater risk of permanent disability or death. Cardiac emergencies often have the highest fatality rates among all emergency events 


because they demand some of the quickest response times. 


The Chain of Survival is a series of critical steps that can help save lives during cardiovascular emergencies. The links are:*” 


Early Access: 


@ Recognize an emergency (know the signs and symptoms of cardiac arrest, a heart attack or stroke) and call 911 immediately. 


Early CPR: 
@ Perform cardiopulmonary resuscitation (CPR) ifthe victim is unconscious and has suffered from cardiac arrest. CPR is the critical link between the first and third link. CPR will keep 


oxygen-rich blood flowing to the brain and heart while waiting for an AED to arrive. The earlier a victim in cardiac or respiratory arrest receives CPR, the greater the chance of survival. 


Early Defibrillation: 
@ Most sudden cardiac arrest victims are in ventricular fibrillation (VF). VF is an abnormal heart rhythm that prevents the heart from pumping blood. Use an automated external 


defibrillator (AED) to deliver an electrical shock to restore the heart's normal rhythm. The sooner the AED is used, the greater the victim’s chance of survival. 
Early Advanced Care: 


@ The fourth link in the Chain of Survival is early advanced care. Trained paramedics (EMS personnel) can give basic life support, defibrillation and more advanced care. The advanced 


care can include helping the heart that is in ventricular fibrillation respond to the defibrillation or helping the heart maintain a normal rhythm or a successful defibrillation. 
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Crosswalk of Healthy People 
Objectives with Goals 


HEALTHY PEOPLE 2010 
OBJECTIVES”? 


12-1. Reduce coronary heart disease deaths. 


£ 


2-2. Increase the proportion of adults aged 20 years and older who are aware of the early warning symptoms 
and signs of a heart attack and the importance of accessing rapid emergency care by calling 911. 


2-3. Increase the proportion of eligible patients with heart attacks who receive artery-opening therapy within 
an hour of symptom onset. 


. Increase the proportion of adults aged 20 years and older who call 911 and administer cardiopulmonary 
resuscitation (CPR) when they witness an out-of-hospital cardiac arrest. 


. Increase the proportion of eligible persons with witnessed out-of-hospital cardiac arrest who receive their 
first therapeutic electrical shock within 6 minutes after collapse recognition. 


_ Reduce hospitalizations of older adults with congestive heart failure as the principal diagnosis. 


. Reduce stroke deaths. 


. Increase the proportion of adults who are aware of the early warning signs and symptoms of a stroke. 


. Reduce the proportion of adults with high blood pressure. 


. Increase the proportion of adults with high blood pressure whose blood pressure is under control. 


. Increase the proportion of adults with high blood pressure who are taking action (for example, losing 
weight, increasing physical activity, or reducing sodium intake to help control their blood pressure. 


_ Increase the proportion of adults who have had their blood pressure measured within the preceding 
2 years and can state whether their blood pressure was normal or high. 


. Reduce the mean total cholesterol levels among adults. 


. Reduce the proportion of adults with high total blood cholesterol levels 


. Increase the proportion of adults who have had their blood cholesterol checked within the preceding 
5 years. 


. Increase the proportion of persons with coronary heart disease who have their LDL-cholesterol treated 
to a goal of less than or equal to 100 mg/dl. 
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Stroke Chain of Survival 


When a stroke occurs, time is of the essence. A person experiencing an ischemic stroke has three hours from the initial onset of symptoms until the most innovative therapy is no longer 


helpful. By acting quickly to this emergency situation, it is possible to decrease the amount of permanent damage caused by the stroke. 
The Stroke Chain of Survival is a series of critical steps that can help save lives during an emergency situation. Remember that time lost is brain lost. The links are: 


@ Rapid recognition and reaction to stroke warning signs: 


Recognize the warning signs and note the time when they first occur. Call 911 immediately. Tell the operator that the person is experiencing stroke warning signs. 


The symptoms of stoke are: 
Sudden weakness or numbness of the face, arm and leg (Especially on one side of the body) 
Sudden confusion, trouble speaking or understanding 
Sudden trouble seeing in one or both eyes 
Sudden trouble walking, dizziness, loss of balance or coordination 
Sudden severe headache with no known cause 


@ Rapid start of pre-hospital care: 


Receive early assessments and care and pre-hospital notification by Emergency Medical Services (EMS) personnel. 


@ Rapid EMS system transport and hospital pre-notification: 


Get to an appropriate hospital quickly via the EMS-ambulance personnel will notify the emergency room that the potential stroke victim is en-route. 


@ Rapid diagnosis and treatment at the hospital: 


Receive prompt evaluation of medical data and treatment to restore blood flow to the brain or other treatments as appropriate by a properly staff and equipped hospital. 
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YONG 9 aseasiq UH Op 


Reference Card from the 


Seventh Report of the Joint National Committee on Prevention 


Detection, Evaluation and Treatment of High Blood Pressure (JNC 7) 


EVALUATION TREATMENT 


CLASSIFICATION OF BLOOD PRESSURE (B 


Prehypertension 120-139 


Key: SBP = systolic blood pressure OBP = diastolic blood pressure 


Assess risk factors and cornorbidities, 


Assess presence of farget organ damage. 
Conduct history and physical examination. 
Obtain laboratory tests: urinalysis, blood glucose, hematocrit and lipid 
panel, serum potassium, creatinine, and calctum. Optional; urinary 
albumir/creatinine ratio. 

+ Obtain electrocardiogram. 


+ Reveal identifiable causes of hypertension. 


ASSESS FOR MAJOR CARDIOVASCULAR DISEASE (CVD) 
RiSkK FACTORS 
» Hypertension + Physical inactivity 
» Obesity + Mitroalbuminuria, estimated 

(body mass index >30 kg/m’) glomerular filtration rate <60 mL/min 
+ Dyslipidemia + Age (>55 for men, >65 for women) 
+ Diabetes mellitus + Family history of premature CVD 
» Cigarette smoking (men age <55, women age <65) 
ASSESS FOR IDENTIFIABLE CAUSES OF HYPERTENSION 
» Sleep apnea + Cushing's syndrome or steroid 
+ Drug induced/related therapy 
» Chronic kidney disease + Pheochromocytoma 
+ Primary aldosteronismn + Coarctation of aorta 
+ Renovascular disease + Thyroid/parathyroid disease 
a : U.S. DEPARTMENT OF HEALTH AND HUMAN SERVICES 
f National Institutes of Heath 
*., National Heart, Lung, and Blood institute 


Princ: 


+ Treat to BP <140/90 mmHg or BP <130/80 mmHg in patients 
with diabetes or chronic kidney disease. 
+ Majority of patients will require two medications to reach goal. 


Stage 


Hypertension 

(SBP 140~159 or DBP 
90-99 mmHg) 
Thiazide-type diuretics 
for most. May consider 
ACEI, ARB, BB, CCB, 
or combination. 


‘SION 


Not at Goal Blood Pressure (<140/90 mmHg 
130/80 mmig for pa abet chronic kidney disease) 


Soe Staneqies f 


Withaut Compelling With Compelling 


Indications indications 


Stage 2 


\ OF ARB, or BB, or CCB), 


Hypertension 

(SBP 2160 or DBP Competiing 

2200 mmHg) Indications for Individual 
2-drug combination for ous 

most (usually thiazide- Other antitrypertensive 
type diuretic and ACEI, drugs (diuretics, ACE), 


[ 


Optimize dosages or add additional drugs until goal blood pressure Is 
achieved, Consider consultation with hypertension specialist, 


See Strategies for tinproviag Adherence to Therapy 


ly QLOZ-S002 


Twe readings, 5 minutes apart, sitting in chair. 
Confirm elevated reading in contralateral arm. 
Indicated for evaluation of “white coat hyper- 
tension.” Absence of 10-20 percent BP 
decrease during sleep may indicate increased 
CVD risk. 


Provides information on response to therapy. 
May help improve adherence to therapy and is 
useful for evaluating “white coat hypertension.” 


Patient self-check 


~ Drug actions and interactions (e.g., nonsteroidal anti-inflammatory drugs 
(NSAIDs}, illicit drugs, sympathomimetics, oral contraceptives) 
~ Over-the-counter (OTC) drugs and herbal supplements 
» Excess alcohol intake 
+ Identifiable causes of hypertension {see reverse side) 


fusTiat THERAPY OPTic : : 

THIAZ, BB, ACEI, ARB; ALDO ANT 

BB, ACEI. ALDO ANT 

THIAZ, BB, ACEL CCB 

THIAZ, BB, ACEI, ARB, CCB 

+» Chronic kidney disease ACEI, ARB 

+ Recurrent stroke prevention THIAZ, ACEI 

Kei: THIAZ = thiazide diuretic, ACEI= angiotensin converting enzyme Inhibitor, ARB = angiotensin receptor 
dlockes, BB = beta blocker, CCB = calcium channel blocker, ALDO ANT = aldosterone antagonist 


STRATEGIES FOR IMPROVING ADHERENCE TO THERAPY 

+ Clinician empathy increases patient trust, motivation, and adherence to therapy. 
+ Physicians should consider their patients’ cultural beliefs and individual attitudes 
in formulating therapy. 


The National High Blood Pressure Education Program is coordinated by the National Heart, Lung, and 

Blood Institune (NHLBI) at the National Instinwtes of Health. Copies of the INC 7 Report are available oa 
the NHLBI Web site at http://www.nhibi.nih.goy or from the NHLBI Health Information Center, P-O_ Bax 
30105, Bethesda, MD 20824-0105; Phone: 301-592-8573 of 240-429-3255 (TTY); Fax: 301-592-8563. 


PLES OF 


+ Encourage healthy lifestyles for all individuals. 

» Prescribe lifestyle modifications for all patients with prehypertension 
and jor. 

+ Components of lifestyle modifications include weight reduction, DASH 
eating plan, dietary sodium reduction, aerobic physical activity, and 
moderation of alcohol consumption. 


of saturated and total fat. 


Reduce dietary sodium intake to 
<100 mmol per day (2.4 g sodi- 
um or 6 g sodium chloride). 


Regular aerobic physical activi- 
ty (@.g.. brisk walking) at least 
30 minutes per day, most days 
of the week. 


consumption. | sons: limit to <1 drink* per day- 


* + drink = 1/2 oz or 35 mil ethanol (e.g., 12 07 beer, 5 oz wine, 2.5 oz Bo-proof whiskey)... 
t Elfects are dose and time dependent. 


anion, 


4S@A 


ne 


U.S, DEPARTMENT OF HEALTH AND HUMAN SERVICES 
National Institures af Health 

National Heart, Lung, and Blood institute 

National High Blood Pressurc Education Program 


NIH Poblication No. G3-5231 
May 2003 
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